striking changes of the oral mucosa and the active colitis and proctitis suggest that these lesions of the gut are of similar nature.
): This patient was treated for a short period with dapsone which had no effect on the skin eruption. Subsequently he was put on to ACTH to which prednisone was later added. While on 40 mg ACTH daily and 30 mg of prednisone the skin eruption cleared completely; the symptoms of ulcerative colitis had abated well before the skin was finally cleared. On subsequent lowering of the dose it was the skin which tended to relapse before the gut. On the development of new lesions it seems that they always appear on areas that have previously been involved. The appearance of milia has been striking in several ofthe previously blistered areas. - A T, male, aged 12 History: The patient has always been considered to be a delicate child with anorexia, failure to thrive, pallor and lassitude, occasional headaches and nausea. Because of this he has attended an open air school since reaching school age. In 1958 he first complained of painful red hands and feet. The discomfort in his feet was only eased by bathing in cold water. He slept badly at night and could not bear the bedclothes over his feet, which he hung out of bed. At that time he was a miserable introspective child. He has since been interviewed by a child psychiatrist who considered his mental state the result of the disease and any apparent backwardness caused by loss of schooling (a recent I.Q. is 105). There was no history which might indicate poisoning with any drugs gnd no pica to suggest other forms of poisoning. Numerous investigations failed to reveal any other abnormality and while he was in hospital his legs improved. However, since 1958 his legs have continued to trouble him; he cannot walk far and pain prevents him from going to school. The lesions of the hands have resolved but the legs and feet have become more scaly. Family history: Two brothers aged 18 and 16. Stepsister died of meningitis 1950. On examination: A pale, freckled, thin child. The lower legs and feet are slightly aedematous, red and scaling. The abnormality is most marked over the anterolateral aspects of the legs and the scaling extends to the soles. They are tender on pressure and of normal temperature. The peripheral blood supply is normal, there are no abnormal neurological signs and general examination reveals no other abnormality. Investigations: Twenty-four-hour specimen of urine contained no lead or mercury. Nails and hair: Reinsch and Gutzeit tests for heavy metals were negative. X-ray chest normal. Blood biochemistry, liver function tests normal. Urine: urinary amino-acid and indole excretion normal (also estimated by Professor C E Dent); no porphyrins. Fat balance normal. Skin biopsy: The appearances at the site of the biopsy are not diagnostic. There are hyperkeratosis, areas of atrophy of the stratum mal-pighii and focal liquefaction degeneration of the basal layer. A mild infiltrate of inflammatory cells, in which lymphocytes predominate, surrounds blood vessels in the corium and some of the hair follicles. No fibrinoid necrosis or basophilic degeneration is seen in the dermal collagen.
Discussion: Although when the child was first seen at the age of 8 the diagnosis of pink disease was considered, the persistence of the lesions and lack of evidence of mercury poisoning rules this out and the term 'acrodynia' is used descriptively. An alternative term would be 'erythromelalgia' and would mean just as little. The symptoms resemble the 'burning feet' syndrome suffered by prisoners of war in the Far East but there is no evidence of vitamin deficiency or malabsorption.
It is possible that we have confused cause and effect. Immersion foot may in its late stages produce hypernsthesia, pigmentation and telangiectasis which can last for months. There is no history of exposure to cold at the onset but the child's habit of sleeping with his legs out of the bed, or even resting on the floor, at least exposes them to the rigours of an English bedroom in winter.
Solar Urticaria Brian Russell MD & I A Magnus MRCP
History (Dr Brain Russell) B M, female, aged 44. Since the age of 21 she has suffered from swollen lips and redness of the skin of exposed parts of the face, neck and limbs coming on about twenty minutes after exposure to bright light. This occurs throughout the year even in the absence of direct sunlight, and window glass does not give protection. She has congenital cataracts.
On examination: Pink papulation of exposed parts. Iridectomy scars R. & L.
Investigations: Blood count normal. W.R. negative. Stool: no porphyrins detected.
Light sensitivity tests: The apparatus used for testing sensitivity of the skin to light was designed by Dr M Cohen of the Physics Department of the London Hospital and consists of a lamphouse containing a Philips high-pressure mercury lamp type MBL/U 125 watt, a simple quartz optical system, a shutter, a filter holder and a rubbercovered nozzle for application to the skin of the patient.
Five short-wave ultraviolet interference filters are used giving peak transmission at 2,540 A, 2,660 A, 2,820 A, 2,970 A and 3,210 A. Another long-wave ultraviolet filter (Clarke ultraviolet transmitting glass) transmits between 3,000 and 4,000 A. Four Ilford gelatin filters mounted between glass for the visible region transmit at 3,700-5,100 A, above 3,800 A, above 4,200 A and above 5,800 A.
Comparable exposure times designed to give second-degree erythema reaction in the ultraviolet range have been calculated from the Known spectral energy distribution of the lamp, the measured transmissions of the filters, and the standard erythemal 'action spectrum'. Normal subjects do not react to prolonged exposures of the skin to light passing through the filters in the visible region. The results obtained with this patient are shown in Table 1 .
Special Investigations (Dr I A Magnus)
(1) Using a xenon-arc monochromator, tests were made on the patient's skin to see which part of the spectrum provoked urticaria. Weals were produced from 280 to 700 mri (see action spectrum, Fig 1) . The patient is therefore sensitive to all of the sun's ultraviolet spectrum and to very nearly all the visible spectrum. Where urticaria was produced, an estimate of the minimal effective dose was made. The action spectrum shows that a peak of reactivity occurs at 280-300 m,t suggesting that aromatic amino-acid residues, e.g. tyrosine, are the responsible absorbing substances in this region. A second peak at 380-410 m,t could be due to a porphyrin, but there is as yet no other 
